A 30-year-old woman presented with a 2-year history of right-sided pharyngeal foreign body sensation. There were no signs of dysarthria, dysphagia, odynophagia, or dyspnea. On physical examination, we observed a fluctuant, painless mass in the oropharynx, pressing against the right lateral pharyngeal wall, covered with normal mucosa. Full examination of the head and neck, including cranial nerve evaluation, detected no further abnormalities. A cranial Computerized Tomography (CT) revealed a 53×41×26-mm cystic mass filling the right prestyloid parapharyngeal space (figure 1). Magnetic resonance imaging (MRI) revealed an iso-or slightly hypo-signal intensity of the lesion on T1 (figure 2) and a mixed signal intensity with hyper-and iso-signal intensity on T2. The patient underwent surgery using transcervical approach. After decompression with aspiration using an 18-gauge needle, total excision of the lesion was performed. Thick and yellowish material was aspirated from the mass (figure 3). The cyst contained a highly proteinaceous mucinous fluid. Histopathological examination of the cyst wall showed a single layer of ciliated columnar epithelium with lymphoid infiltrate. The diagnosis of branchial cleft cyst (BCC) was confirmed. The patient recovered without any complications and experienced complete resolution of her symptoms.
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Tumors of the parapharyngeal space are rare, accounting for 0.5% of head and neck neoplasms. Approximately 40% to 50% of masses in this location derive from salivary gland tumors. Other common lesions in this space include neurogenic tumors (17%-25%) and paragangliomas (10%-15%). A heterogeneous group of lesions, including lymph nodes, chordomas, hematogenous tumors, inflammatory lesions, and BCCs represent the remaining parapharyngeal masses (10%-33%) 1 . Figure 1 : CT: cystic mass filling the right prestyloid parapharyngeal space.
Parapharyngeal tumors expand to the least resistant soft tissue planes, appear as submucosal lateral pharyngeal masses protruding intraluminally, or extending to the skull base. The most common symptoms are hearing loss due to middle ear effusion, sore throat, dysphagia, and dysarthria.
The origin of a tumor of the parapharyngeal space may often be determined with significant accuracy on preoperative imaging. A combination of a CT scan with contrast and MRI with gadolinium enhancement is the gold standard test. Such images make it possible for the surgeon to determine the size, precise location, and likely origin of these tumors 2 . Generally, prestyloid tumors are minor salivary gland neoplasms, whereas post-styloid tumors are usually neurogenic neoplasms. The role of pre-operative fine needle aspiration (FNA) in the routine diagnostic workup is controversial 3 . Despite advances in radiographic images, surgical excision remains the definitive technique for the diagnosis of parapharyngeal space tumors.
The present manuscript reports on a parapharyngeal BCC, a rare presentation of a common head and neck pathology. BCCs are the most common cystic neck masses in adults 4 . Most BCCs arise from the second branchial apparatus. Second BCCs can occur anywhere from the tonsillar fossa to the supraclavicular area. Parapharyngeal location is extremely rare 5 . MRI signal intensity may vary depending on the protein content of the cyst. Complete excision is necessary to avoid recurrences. Approaches to the lesions are dependent on the location, extent of the lesions, and patient-related factors. External surgical approach to tumors of the parapharyngeal space is the best choice. 
